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Fetal Alcohol Syndrome: Public Awareness Week 


Clinical studies have shown that heavy use of alcohol by pregnant women may result in a 
pattern of severe and irreversible abnormalities in their offspring called the fetal alcohol syn- 
drome (FAS). Children with FAS may show a wide range of disabilities. The most consistent 
features include prenatal and postnatal growth deficiency in terms of decreased weight, 
height, and head circumference; impairment in intellectual and motor functioning; and a char- 
acteristic pattern of cranio-facial abnormalities. 

The number of children in the United States with FAS is not known. Its reported prevalence 
at birth varies widely, depending on the location and population under study. The overall 
prevalence appears to be in the range of 1-2 per 1,000 births based both on American studies 
(7-3) and European studies (4,5). As might be expected, estimates of FAS prevalence 
among babies born to women identified as problem drinkers or alcohol abusers are higher, 
ranging from 23 to 29 per 1,000 (7-3). 

Based on current estirnates, FAS in the United States is a leading known cause of mental 
retardation and birth defects. The birth prevalence of FAS is similar to that of two other major 
birth defects — Down syndrome (1/1,000 live births) and neural tube defects (anencephaly 
and spina bifida) (1/1,000 births). In addition to FAS, other birth effects, including low 
birthweight, irritability during the newborn period, and various complications of pregnancy, 
may be associated with maternal alcohol use during pregnancy 

FAS is potentially preventable. A survey of 4,405 married mothers who delivered babies in 
1980 found that 30% of women who drank before pregnancy stopped drinking during 
pregnancy (6). Some pregnant women spontaneously reduce their alcohol consumption for 
physiological reasons ( 7). It is also likely that pregnant women will reduce or cease their alco- 
hol intake if they are made aware of the deleterious effects of alcohol on their babies. Evi- 
dence indicates that women who reduce or eliminate alcohol consumption before, and possi- 
bly even during, pregnancy may increase their chances of delivering infants of normal birth- 
weight (8). The effects of mild to moderate alcohol consumption are uncertain; also uncertain 
are the critical periods during pregnancy— from conception to delivery— when the fetus is at 
risk. 

In recognition of the potential for serious consequences of fetal exposure to alcohol and in 
the interest of increasing both public and professional awareness of the preventability of 
these consequences, the President has proclaimed the week of January 15-21, 1984, 
“National Fetal Alcohol Syndrome Awareness Week.” Obstetricians and other health provid- 
ers involved in the care of pregnant women are in a key position to intervene to prevent FAS. 
However, efforts to increase awareness of FAS and its preventability must be directed at the 
general public and at all health professionals. 


U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES / PUBLIC HEALTH SERVICE 





2 MMW January 13, 1984 
Fetal Alcohol Syndrome — Continued 

Reported by D Spiegler, MA, H Malin, MA, C Kaelber, MD, Div of Biometry and Epidemiology, K Warren, 
PhD, Div of Extramural Research, National institute on Alcohol Abuse and Alcoholism. 
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Pertussis Outbreak — Oklahoma 


From January 1, through December 10, 1983, 330 cases of pertussis were reported from 
Oklahoma. Detailed analysis of the first 237 patients, with onsets of iliness through August 
28 and reported through September 16, is presented below. All met the following case 
definition: iliness (1) confirmed by culture and/or direct fluorescent antibody test (FA) for Bor- 
detella pertussis, (2) diagnosed as pertussis by a physician, or (3) characterized by a cough of 
2 weeks or more and epidemiclogically linked to a laboratory-confirmed or physician- 
diagnosed case. 


FIGURE 1. Reported pertussis cases, by week of onset of cough — Oklahoma," January 1- 
September 16, 1983 
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*Excludes six patients without cough and one with unknown date of onset. 
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The diagnosis of pertussis was confirmed by culture and/or FA in 123 (52%) of the 237 
cases (16% by culture, 26% by FA, 10% by both). The first reported patient in 1983 had onset 
of cough on January 9. From January through April, the number of reported cases occurring 
weekly was fairly constant (Figure 1); in May, however, a marked increase occurred. Cases 
peaked during June and July. From January 1 to September 15, cases were reported from 27 
(35%) of 77 of the state’s counties. 

Eighty-nine (38%) cases occurred among children under 1 year old (Table 1). Of these, 62 
(70%) occurred among children less than 6 months of age; 20% were 15 years of age or 
older. One hundred forty-three (60%) cases occurred among children 3 months through 6 
years of age, the target group for pertussis vaccination. Of the 136 patients in this age group 
with known immunization status, 49 (36%) were up-to-date for age for diphtheria and 
tetanus toxoids and pertussis vaccine (DTP) (Table 2) according to criteria derived from the 
immunization Practices Advisory Committee (ACIP) recommendations.” 

Sixty-eight (29%) ill individuals were hospitalized. The hospitalization rate for patients 
“Up-to-date if received: one dose by 3 months of age; two doses by 5 months of age; three doses by 7 


months of age; four doses by 19 months of age; five doses by 5 years of age, unless fourth dose re- 
ceived on or after 4th birthday. 


TABLE 1. Reported pertussis cases, by age group— Oklahoma, January 1-September 16, 
1983 





Age group Number (%) 





< 6 months 62 (26) 
6-11 months 27 (11) 
1-4 years 73 (31) 
5-9 years 20 (8) 

10-14 years 7 (3) 


= 15 years 48 (20) 





Total (100) 





TABLE 2. Reported pertussis patients, by age group and immunization status for 
DTP*— Oklahoma, January 1-September 16, 1983 





Age group Doses of DTP 
(months) 0 2 3 4 6& Unknown Total (%) Up-to-datet (%)9 


<3 29 (12%) ¢ 

3-6 18 40 (17%) 19 (48%) 
7-18 6 1 37 (16%) 11 (30%) 
19-83 7 21 2 66 (28%) 19 (29%) 
84+ + S #9 65 (27%) 3 (5%) 


Total 61 37. = (5 38 237 (100%) 52 (21%) 


“Diphtheria and tetanus toxoids and pertussis vaccine. 


tUp-to-date if received: one dose by 3 months of age; two doses by 5 months of age; three doses by 7 
months of age; four doses by 19 months of age; five doses by 5 years of age, unless fourth dose re- 
ceived on or after 4th birthday. 


Percentage of total with known immunization status. 
Tan children in this age group are considered in compliance with ACIP recommendations. 
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under 1 year of age was 56% (50/89). Of these, 39 children were under 6 months of age. Per- 
sons with pertussis aged 3-11 months whose vaccinations were not up-to-date for age were 
4.6 times more {ikely to be hospitalized than those who were up-to-date. Five (18%) of the 28 
hospitalized patients 3-11 months of age were up-to-date for DTP immunization, compared 
with 20 (91%) of the 22 nonhospitalized patients, (p < 0.001). No deaths were reported. 
Two unimmunized children, aged 1 month and 3 months, experienced seizures; both were 
hospitalized, and neither had apparent neurologic sequelae at the time of discharge. 

Detailed clinical information was available for 19 children admitted to a hospital in Oklaho- 
ma City. All were under 3 years of age; 14 (74%) were less than 6 months of age and, 
therefore, too young to have received three doses of DTP according to the routine schedule 
recommended by the ACIP. Three children (16%) were admitted to the intensive care unit; 
seven (37%) had radiologic evidence of pneumonia, and two (11%) (previously cited) had 
seizures. The hospital stay for the 19 children ranged from 1 to 51 days (mean 10 days). 

The largest number of cases (57) occurred in Oklahoma County and were scattered dif- 
fusely throughout the county without evidence of geographic clustering. Chains of transmis- 
sion of iliness were identified in 26 instances involving 136 cases. When cases could be 


(Continued on page 9) 





TABLE |. Summary—cases specified notifiable diseases, United States 
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TABLE I1. Notifiable diseases of low frequency, United States 


Cum. 1984 

Anthrax - PI 

Botulism: Foodborne Poliomyelitis. Total 
infant - Paralytic 
Other - Psittacosis 

Rabies, human 

Tetanus 











Trichinosis (N.J. 2) 
Typhus fever, flea-borne (endemic, murine) (Calif. 1) 














“Three of the 7 reported cases for this week were imported from a foreign country or can be directly traceable to a known internationally im- 
Ported case within two generations 
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TABLE Il. Cases of specified notifiable diseases, United States, weeks ending 
January 7, 1984 and January 8, 1983 (First Week) 
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N: Not notifiable 
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TABLE 111. (Cont.‘d). Cases of specified notifiable diseases, United States, weeks ending 
January 7, 1984 and January 8, 1983 (First Week) 
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1) Mumps. Pertussis Rubella 
indigenous imported * | Tots! | infections 
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TABLE III. (Cont.’d). Cases of specified notifiable diseases, United States, weeks ending 
January 7, 1984 and January 8, 1983 (First Week) 

_ aasih Toxic- 

eo a (Civilian) wie shock Tuberculosis Tule- bb 

Reporting Area y rome 

Cum Cum. 











Cum Cum 























Cum 
1984 1983 1986 1904 | 1984 1984 1984 





UNITED STATES 611 4 214 2 
NEW ENGLAND 26 3 
Maine ‘ 


NH . 
Vt - 
Mass 15 
Ri © 
Conn 


MID ATLANTIC 
Upstate N.Y 
N.Y. City 

NJ 

Pa 


E.N. CENTRAL 
Ohio 


ind 
m 
Mich 
Wis 


W.N. CENTRAL 
Minn 


Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hewan 


vi 
Pac. Trust Terr. 





U: Unavailable 





TABLE IV. Deaths in 121 U.S. cities,* week ending 
January 7, 1984 (First Weex) 
All Causes, By Age (Years) 











Par’ 


25-44} 1-24 Vous 





A 















































. 

~~ 
3 
co 


--,. &e 

@oo 

~o@ 

eao-@, aero 

+ NRON—-WOOwWe, 1 O@- 
eens 


- 

Ferriss eee 

wo - 
eaneovunee 


NOVO sSONGD eecoww 
- 


- 
-@n—-—) NN-NOODe 


“ae eNews, oH Oe 
-sNOOCwW, 


7m. Ne 


- 
a 
~ 
~ 
w 
we 


m @OnGetnua-—, 
fF OOnsons 


eo @F@-@w 


MID. ATLANTIC 2,783 
52 


ro] 
=-N 
rr 

=< 


— 
NN, 
eo, @nw, 
- 
@-@One, &O@ 


_ 


WS. CENTRAL 
Austin, Tex 
Baton Rouge. La 
Corpus Christi, Tex 
Datias, Tex 

El Paso, Tex 

Fort Worth, Tex 
Houston, Tex 
Little Rock, Ark 
New Orleans, La 
San Antonio, Tex 
Shreveport 


3 @-W-GON. N 


aon 8 
SUNS VO@OHSOD VESeaoawn 
- 


@ 
w 
n 
a 
wo 


- 


—-@O-e8G~-, 1 &W, 
Q 
NOEN-N-WON, 


N@-N@. NHN, 
n ~ 
Nn 
@SOwn@e. + 


~~. OC, @n,. NO een HK KN HK eB eN, 
- 


1m, 
oe @e 
- 
>, @eoa0a-e, 


—*, 


8 
3 
1 
a 
2 
7 
2 
2 
3 
3 
1 
2 
3 


= 
_ 

+ NO, 
- 


‘ 


EN. CENTRAL 
Akron, Ohio 


- 
- 
- 


oe 
NaN NEQWOVYROWHW SOD 


— 
oa 


be 
oe 


—- 
_ 
- 
~~. nN 
NeVOwwe ~~ 


- 


a 
1 @N@SOONG, 
HON ENEOGTES, @WOSDQWNIN,: GS SH: 


-_ 
BS wa-w, 


n = 
a-Sazewe-e8suwe. 8 Qe. @, 
a 
Nn 


nN, 
fo} 


—~oOm. 
~hen, @: NN, 
- 


Ww 


eo, ©OGe, ONGTSe 
~ 
SOOKwORTen, &-H QD. @ 


- 
P@NHOONGTEN, &EHTSANN— 


Po-ag, Ween: 
‘ w 
oow 


NON, @. NO 


we 
we 
_ 
ww 
@ 
@ 


Wie hita, Kans 


Onan: OUND N@-SNENN, 
eee H&M NWONN 


—N > 








* Moriality data in this vable are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 
more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
included 


** Pneumome and influenza 

t Because of changes in reporting methods in these 4 Pennsyivania cities, these numbers are partial counts for the current week Com- 
plete counts will be available in 4 to 6 weeks 

tt Total includes unknown ages. 
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linked, babysitting or extended-family settings were the most common mode of contact be- 
tween households. in 47 instances of interhousehold transmission, 38 (81%) occurred in such 
settings. Localized transmission in neighborhoods did not appear to play an important role. A 
survey on August 31 of 150 homes around the residences of three pertussis patients uncov- 
ered no evidence of house-to-house transmission. 

During the Oklahoma County neighborhood survey, the immunization status of children 3 
months through 6 years of age was assessed. None was unvaccinated; of 57 surveyed, 37 
(65%) were up-to-date for age for DTP vaccination. Concern about the adverse effects of per- 
tussis vaccine was not cited as a reason for nonvaccination. 

The population in the neighborhoods of patients was primarily served by public clinics. Im- 
munization records of a 10% sample of the approximately 5,300 children under 7 years of 
age attending the main Oklahoma County clinic were reviewed on September 3 for DTP im- 
munization to determine if the low immunization levels reflected the immunization status of 
children county-wide in public clinics. One hundred forty-four (27%) of 526 attendees were 
up-to-date. Of those 3 months through 18 months of age, 109 (49%) of 222 were 
up-to-date. 

Measures to control transmission in accordance with ACIP recommendations were utilized 
throughout the outbreak. These consisted of: (1) administration of erythromycin to individuals 
with confirmed or suspected pertussis (to shorten the period of infectivity) if such therapy 
could be initiated within 3 weeks of cough onset, (2) DTP vaccination of close contacts under 
7 years of age who were not up-to-date for DTP vaccinations, and (3) erythromycin chemo- 
prophylaxis of close contacts under 1 year of age and incompletely immunized close contacts 
under 7 years of age. 

Because the outbreak had spread throughout Oklahoma County, an effort directed toward 
large segments of the population appeared necessary. The principal target population consist- 
ed of persons under 7 years of age who might be rendered immune with a single dose of DTP. 
Assuming at least three doses of pertussis vaccine are needed for protection, 40 (17%) of the 
reported cases could potentially have been prevented by vaccination with a single additional 
dose— 11 (5% of all patients) had received three doses, and four (2%) had received four doses 
but were not up-to-date; 25 (11%) had received two prior doses. Assuming that two doses . 
might offer some level of protection, an additional 34 cases (14%) with only one prior dose 
might potentially have been prevented. Thus, 32% of cases might have been directly prevent- 
ed by receipt of one additional dose in an outbreak control program. The potential indirect 
effect of eliminating these cases on the overall transmission of disease is unknown. 

Since the survey in the patients’ neighborhood indicated that 70% of children received 
their immunizations from public clinics, the outbreak control effort was directed toward 
clients of county clinics. A complete audit of immunization records of children under 7 years 
old attending the main Oklahoma County clinic was performed and extended to two of the 
four other county clinics. Initially, letters were mailed to parents of 931 children not up- 
to-date or due for a DTP dose residing in one quadrant of the county. Special day and evening 
immunization clinics were run for a 2-week period beginning September 22. During that 
period, 137 (15%) of the targeted children returned for immunization; parents of 25 (3%) 
called to indicate that DTP had been administered elsewhere; and 183 (20%) of the letters 
were returned as undeliverable. Notices for children not up-to-date or due for a DTP dose in 
the remainder of the county were subsequently mailed. Pertussis transmission continued des- 
pite the clinics. Through December 10, 40 additional cases were reported in the county. 


Reported by G Dellaportis, MD, S Winn, MPH, G Redgrave, P Caldwell, C Matthews, Oklahoma County 
Health Dept, all other local and county health departments in Oklahoma; PJ Rettig, MD, R Corrie, M Ehn, 
G Ryan, Children’s Memorial Hosp‘tal, Oklahoma City, P McKee, P Callihan, J Dudley, G Harper, P Wall, C 
Enright, J Williams, Immunization Div, GR Istre, MD, State Epidemiologist, Oklahoma State Dept of 
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Health; Surveillance, Investigations, and Research Br, Div of Immunization, Center for Prevention Svcs, 
COC. 


Editorial Note: From 1975 to 1982, the annual number of reported pertussis cases in the 
United States varied from a low of 1,010 in 1976 to a high of 2,177 in 1977. The 28% in- 
crease in reported cases through December 10, 1983 (2,134), compared to a similar period 
in 1982, is not inconsistent with this pattern. However, it is not possible to determine whether 
the nationwide increase of reported pertussis cases in 1983 over 1982 reflects a true in- 
crease or improved recognition and/or reporting following recent lay and medical media 
coverage of the risks and benefits of pertussis vaccine (1 ). 

The Oklahoma outbreak represents the largest number of reported cases in that state 
since 1956. The hospitalization rate and the complication rate for hospitalized children verify 
that pertussis can be severe, with substantial health impact, particularly in the very young (2). 
Furthermore, the lower hospitalization rates in patients who were up-to-date for DTP 
immunization, compared with those who were not up-to-date, corroborates findings of other 
reports that vaccinees who develop disease tend to have less severe ilinesses (2-4). 

Low immunization levels in children appear to have been a major factor associated with 
this outbreak. Three or more doses of DTP prevent disease in approximately 80% of recipients 
(2). High DTP coverage of children through 6 years of age (including a booster dose at 4-6 
years of age) indirectly protects the highest risk group—infants less than 6 months of age 
who are too young to have routinely received at least three doses of DTP. Although the ACIP 
recommends that the first three DTP doses should be 4-8 weeks apart, the routine interval is 
approximately 8 weeks. In an outbreak situation, decreasing the interval between the first 
three doses to 4 weeks could allow more infants to receive optimal vaccine protection. 

Erythromycin prophylaxis is recommended for preventing transmission in certain house- 
hold members or other close contacts of pertussis patients (5); however, it is of uncertain 
value (6). Erythromycin has no role in pre-exposure community-wide prophylaxis during an 
outbreak. 

Controlling a pertussis outbreak by DTP immunization is difficult for several reasons. First, 
a total of at least three doses is required for optimal protection. Serologic and epidemiologic 
data suggest that a single dose of vaccine is rarely protective; laboratory data suggest that 
two doses may confer protection in a small proportion of children, although clinical data cor- 
roborating this finding are lacking (7). Only a minor proportion of cases (32%) potentially 
could have been prevented by receipt of a sii:gle dose of vaccine during this outbreak. 

Second, control of a pertussis outbreak by instituting a community-wide immunization 
recall system and providing DTP doses on an urgent basis is difficult and may not be feasible. 
in Oklahoma County, efforts to identify and contact inadequately immunized chiidren and the 
provision of special immunization clinics resulted in only 15% of the identified children receiv- 
ing a DTP dose. Emphasis should continue to be directed to ensuring that the maximal 
number of children under 7 years of age are always up-to-date for DTP through routine age- 
appropriate vaccination, since pertussis outbreaks are easier to prevent than control. 
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influenza — Worldwide, Canada, United States 


From September through December 1983, influenza virus types A(H1N1), A(H3N2), and B 
have been isolated in various parts of the world, with major outbreaks in few areas. 

Asia: In China, sporadic influenza A(H1N1) activity was reported during September in the 
northeast and south. A few type B viruses were isolated in Hong Kong in November. Influenza 
A(H1N1) and B viruses were also isolated in India during September. In Japan, sporadic cases 
of influenza A(H1N1) began in October, and by December, outbreaks had occurred in primary 
schools. 

Africa: In South Africa, influenza A(H1N1) viruses were isolated from sporadic cases 
during October and November. This followed type A(H3N2) activity last spring and summer, 
which was generally moderate, with the exception of a large outbreak in a town where no in- 
fluenza had occurred for 5 years. The attack rate in this town was estimated at 80%, and 
severe illnesses among schoolchildren and the elderly were reported. In central Africa, type 
A(H3N2) was isolated in December from a single case. 

Caribbean: in Trinidad and Tobago, influenza A(H1N1) viruses were isolated in 
September. A small outbreak occurred in a youth camp, and a single case occurred in Port- 
of-Spain, but no widespread activity has been reported. Influenza B virus was isolated from a 
patient in Trinidad during October. 

Europe: In November, influenza A(H3N2) viruses were isolated from one patient each in 
Italy and England and from sporadic cases among children in Bulgaria. In eastern 
Czechoslovakia, type A(H1N1) virus was isolated during an outbreak in a primary school in 
which 23% of children ages 6-14 years were affected. 

Oceania: in September, influenza A(H1N1) was isolated in Victoria, Tasmania, 
Queensland, South Australia, and Western Australia, but no major outbreaks were reported. 
Following a decline in type A(H1N1 and H3N2) activity in Australia since July, influenza-like ill- 
ness increased during November in Melbourne, where influenza A(H3N2) virus was isolated. In 
Fiji, influenza A(H1N1) viruses were isolated in September when outbreaks occurred through- 
out the islands. 

Canada: Documented activity has been limited to sporadic cases. Four type A(H3N2) virus 
isolates were reported in November—three from Ontario and one from the Northwest 
Territories. Two type B virus isolates were reported—one in November from a virus watch 
program in Calgary, Alberta, and the other in December in Ontario. 

United States: Influenza isolations from August to November 1983 included virus types 
A(H3N2), A(H1N1), and B (7). In December 1983 and early January 1984, further sporadic 
isolations of influenza virus types A(H1N1) and B were reported. influenza B virus was isolated 
in Berkeley, California (from a college student), New Mexico (two children in one family), and 
Nassau County, New York (from a child). In Houston, Texas, where three type B virus isolates 
were reported in November, six additional type B isolates were obtained in December from 
children and adults. Influenza type A(H1N1) isolates were reported from 5-year-old children in 
Jacksonville, Florida (two cases), an adult in Nassau County, New York, two recruits at Lack- 
land Air Force Base in Texas, and a 13-year-old child in Las Vegas, Nevada. Outbreaks in 
Alaska associated with influenza type A(H3N2) isolates that began in November diminished in 
December. 

Reported by World Health Organization, Geneva; Caribbean Epidemiology Center, Port-of-Spain, 
Trinidad; Provincial Health Depts, Laboratory Centre for Disease Control, Canada; P Swenson, PhD, 


North Shore University Hospital, Manhasset, K Szabo, MD, Nassau County Medical Center, New York; E 
Buff, MS, Florida Laboratory Svcs; R Speeks, PhD, New Mexico Laboratory Div; R Schieble, PhD, Califor- 
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nia Laboratory Svcs; D Ritter, Northern Regional Laboratory, Fairbanks, Alaska; P Reichelderfer, PhD, 
Sunrise Hospital, Las Vegas, Nevada; US Air Force School of Aerospace Medicine, San Antonio, Texas; 
Respective State Epidemiologists and Laboratory Directors; WHO Collaborating Centre, influenza Br, Div 
of Viral Diseases, Center for infectious Diseases, CDC. 


Reference 
1. CDC. influenza— United States, August-November 1983. MMWR 1983;32:634-5. 


Notice to Readers 





Revision of Tables | and Ili (Notifiable Diseases) 


In accordance with recommendations passed by the Conference of State and Territorial 
Epidemiologists at its annual meeting in May 1983, acquired immunodeficiency syndrome 
(AIDS) has been added to the list of notifiable diseases reportable to CDC and will be reported 
in Tables ! and Ill beginning with this issue. 





The Morbidity and Mortality Weekly Report is prepared by the Centers for Disease Control, 
Atianta, Georgia, and available on a paid subscription basis from the Superintendent of 
Documents, U.S. Government Printing Office, Washington, D.C. 20402, (202) 783-3238. 

The data in this report are provisional, based on weekly reports to CDC by state health 
departments. The reporting week concludes at close of business on Friday: compiled data on a na- 
tional basis are officially released to the public on the succeeding Friday. 

The editor welcomes accounts of interesting cases, outbreaks, environmental hazards, or 
other public health problems of current interest to health officials. Such reports and any other mat- 
ters pertaining to editorial or other textual considerations should be addressed to: ATTN: Editor, 
Morbidity and Mortality Weekly Report, Centers for Disease Control, Atlasita, Georgia 30333. 
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